Collapse Bronchiectasis in a Child.-R. W. B. ELLIS,.M.D. (for E. A. COCKAYNE, M.D.).
Height 40 in. No cyanosis or dyspncea; ? very early clubbing of fingers. There is no foetor of the breath. The trachea shows considerable displacement to the right, and the dorsal spine a slight scoliosis with the concavity to the right. Diminished movement of right chest.
The apex beat is palpable in the third and fourth intercostal spaces half an inch to the left of the sternum, and the cardiac impulse is visible in the second, third and fourth spaces 1J in. to the right of the mid-line. The area of cardiac dullness corresponds with the cardiac impulse. There is no impairment of resonance over the lungs except over a small area at the right base. The liver dullness reaches to the fifth space on the right. Air entry greatly diminished over whole of right lung; breath sounds harsh in the right axilla, and tubular below the angle of the right scapula. Occasional rAles over whole of right lung posteriorly. Tonsils moderately enlarged. Abdomen: nothing abnormal discovered.
Mantoux test (1 in 1,000) strongly positive. Stomach wash-out examination negative for tubercle bacilli; no evidence of tuberculosis at post-mortem of injected guinea-pig.
Skiagram of chest (1.7.34) showed displacement of heart to right, with a triangular shadow across the right cardiophrenic angle ( fig. 1 ).
Lipiodol injection (4.7.34) showed saccular dilatation within the triangular shadow. From the division of the main bronchus, this shadow is seen to represent the 'Whole of the collapsed right lower lobe ( fig. 2 ).
Treatment.-The patient was treated with repeated inhalations of carbon dioxide, and though these caused considerable hyperpncea it was not possible to re-expand the collapsed lobe.
COMMENT.-This case is shown to illustrate the existence of saccular bronchiectasis, involving the whole of a collapsed lower lobe, with almost entire absence of cough, sputum, or any detectable malodour of the breath. There is no interference whatsoever with the general health.
The question arises as to whether these cases are to be regarded as congenital in origin, or as examples of bronchiectasis arising in a lobe that has collapsed after birth. In this patient it seems probable that the condition is not one of congenital atelectasis, for the following reasons :--(1) The right lower lobe, as represented by the triangular shadow in the skiagram, is larger than might be expected if it had never expanded, since under the latter circumstances it would be unlikely to grow with the child.
(2) The extreme displacement of heart and trachea to the right indicates both collapse and fibrosis rather than congenital atelectasis. In congenital cases, expansion of the upper and middle lobes should fully compensate for atelectasis of the lower lobe.
(3) The division of the main bronchus shows that the collapsed area represents the whole of the right lower lobe and gives no evidence of an accessory lobe or other congenital abnormality.
(4) In the majority of these cases, there is a definite history of symptoms dating from pneumonia or measles in infancy or early childhood, and though in this case symptoms have been minimal, the illness at 18 months of age suggests the possible origin of the collapse. The term " collapse " bronchiectasis has therefore been used in preference to that of " atelectatic bronchiectasis," although the latter is generally taken to include both types of case.
With regard to treatment, carbon dioxide inhalation had been ineffective to expand the collapsed lobe, and the views of members on the advisability of lobectomy would be welcomed.
Di8cu8sion.-Dr. PHILIP ELLMAN said that the bulk of these cases of saccular bronchiectasis were congenital in origin, and there was no reason to suppose that this case was an exception to the rule. He thought it might be regarded as a case of congenital atelectatic bronchiectasis.
He thought that, since the ordinary palliative measures did not appear to have been of much assistance, and since this was a case of bronchiectasis limited entirely to one lobe, the question of lobectomy should be given serious consideration. If much time was lost there was a risk of a spill-over and spread into other portions of the lung; it would then be too late for lobectomy. In the hands of an expert thoracic surgeon--and this must be emphasized-this operation, certainly a major one, was recognized as the only real method of radically treating the disease, and here was an excellent indication for it. Dr. J. L. LIVINGSTONE said that in his opinion operation at the moment was not justified. The danger would come at puberty, when the chest enlarged and more definite bronchiectasis was likely.
He thought the child should be watched carefully with regard to displacement of the mediastinum; when that began to show there would time enough for phrenic avulsion or ]obectomy. 
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